SUMMARY Twenty-seven children with unilateral proptosis were investigated over a period of 8j years. Seventeen (63%) of them had local or disseminated malignancy, a higher proportion than in earlier reports. The frequency of inflammatory lesions, particularly ethmoiditis progressing to proptosis, appears to have decreased, probably because of the liberal use of antibiotics for upper respiratory tract infections.
Proptosis is a rare presenting complaint in childhood. Analysis of the causes in children investigated since 1970 at Birmingham Children's Hospital and at Birmingham and Midland Eye Hospital shows a change, compared with earlier series,1-3 in the importance of malignant and inflammatory diseases. An investigative protocol is suggested which takes into account this change and the availability of new diagnostic techniques.
The series includes causes of proptosis not previously reported in children.
Materials and methods
We reviewed the medical records of all children attending these two Birmingham hospitals for the investigation of proptosis between January 1970 and July 1979. We excluded any child with bilateral exophthalmos, pseudoproptosis (for example monocular buphthalmos or unilateral high myopia), and obvious cranio-facial anomalies in which proptosis was a feature.
Results
Twenty-seven children were investigated during the 8i years. The final diagnoses are shown in Tables 1   and 2 and it can be seen that 17 (63 %) cases resulted from entirely local intraorbital disease.
Local causes of unilateral proptosis (Table 1) Systemic causes of unilateral proptosis (Table 2 ).
Developmenital
The only child in this group (Case 18) had a variant of the McCune-Albright syndrome. A CT scan is shown in Fig. 2 .
Neoplasia
There were 6 children with disseminated malignant disease which presented with proptosis. Acute leukaemia was the most common cause, 1 child having acute myeloid, 1 myelomonocytic, and I acute lymphoblastic leukaemia. Two children had neuroblastoma and one 11-year-old girl had histiocytosis. Physical examination led us to suspect a generalised disease in all of these children, most often because of anaemia, and, in 4 children, because of hepatosplenomegaly. Tuberculosis affecting the orbit, which is very rare, has not been reported in childhood. In adults it is generally haematogenous in origin and may present with proptosis,9 orbital apex syndrome, or a superior orbital fissure syndrome.5 Diagnosis was made easier in our patient by a positive family history and the ease of biopsy from a femoral lesion.
Thyroid eye disease is responsible for 16% of unilateral proptosis in adults'0 but is a rare cause in children. Although many investigative techniques are available for the assessment of unilateral proptosis, we consider that the following investigations are useful in leading to a rapid and accurate diagnosis: (I) If, after clinical examination, the disease appears to be intraorbital then skull x-ray films, CT scan, and ultrasound will be useful before biopsy. (2) If the disease appears to be systemic, in addition to the investigations suggested for local causes, full blood count, bone marrow aspirate, x-ray films of chest, abdomen, and skeleton, and 24-hour urine collection for catecholamines and thyroid function tests should be performed.
Price and Danziger'1 reported the value of CT scanning in the assessment of orbital tumours in children, and Dallow,12 using a combination of CT and ultrasound, claimed he was able to make the correct diagnosis in 98 % of his adult patients. These two non-invasive techniques have become of prime importance in the investigation and follow-up of proptosis.
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